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We examined 127 femoral shaft fractures unassociated with hip injury: in 14 % the proximal shaft was adducted and in these cases the fracture line always ran downwards and medially from the lateral cortex. In those cases with a femoral shaft fracture and a hip dislocation the proximal femoral shaft was always adducted and the plane of the femoral fracture line always transverse. An awareness of these physical signs will bring to light a concealed hip dislocation associated with femoral shaft fracture.
Acknowledgments: We are grateful to the orthopwdic surgeons of the following hospitals for kindly allowing us to include their Osteotomy of the tibia has an established place in the treatment of the osteoarthritic knee, especially when a varus or valgus deformity is present. This osteotomy can be done at different levels in the upper half of the tibia. Wardle (1962) reports most successful results using a low osteotomy; in our experience, delayed union at this site occurs too often and the cosmetic result is poor. Jackson & Waugh (1961) do a higher osteotomy, just below the tibial tuberosity, and report that 33 out of 40 knees were definitely improved; no vascular complications occurred, though that site carries a doubtful reputation. We find that the deformity is usually varus, so a lateral wedge osteotomy is required. The higher the osteotomy, the more difficult is this lateral wedge because the fibula gets in the way. Lately, we have been doing a high tibial osteotomy after excision of the head of the fibula, as described by Gariepy (1964) . The operation is done through a transverse incision over the head of fibula, with the knee bent about 45 degrees. The external popliteal nerve is retracted posteriorly and the head of the fibula removed by subperiosteal dissection; it is then easy to clear the lateral and posterior surfaces of the tibia and do the osteotomy with or without the help of drill holes. The final osteoclasis is achieved by increasing the deformity.
The line of osteotomy runs just proximal to the tibial tuberosity.
Patients are weight-bearing at two weeks. Plaster is removed at eight weeks when union seems to be solid. This report is preliminary; we can present no long-term results but the early results are encouraging. Exposure is good, union appears to be rapid, and the cosmetic result excellent.
Open Sesamoid! A Re-appraisal of the Medial Sesamoid of the Haliux A Graham Apley FRCS (Rowley Bristow Orthopadic Hospital)
The somewhat facetious title of this paper was chosen to emphasize aphoristically the need to take a fresh surgical look at the medial sesamoid of the great toe. The older literature on the subject was concerned chiefly with congenital anomalies, fractures, osteochondritis and sesamoiditis. While congenital anomalies (bipartite or multipartite) are common, fractures are rare. The term 'osteochondritis' is misleading, for it has been used indiscriminately to imply either patchy density or fragmentation; while 'sesamoiditis' is even more ambiguous. In the recent literature the medial sesamoid has been largely neglected.
Anatomy andPathology
A series of dissections of the joint between the medial sesamoid and the first metatarsal show a remarkable similarity to dissections of the patellofemoral joint. Pathological studies show that the parallel is even closer. The commonest lesion of the medial sesamoid which produces symptoms is articular cartilage degeneration; the macroscopic and microscopic appearances are almost identical with the more familiar changes in chondromalacia patellae. The term sesamoid chondromalacia is therefore appropriate.
Clinical Features
The patient with sesamoid chondromalacia complains of pain under the ball of the great toe S Section ofOrthopaedics 121 when standing or walking. Tenderness on firm pressure is located precisely over the medial sesamoid, but the foot in all other respects is usually normal. X-ray examination should not be restricted to the usual antero-posterior and lateral films, for an axial view may be the most revealing: radiography will display only bony lesions; unless chondromalacia is so advanced as to justify the term osteoarthritis the radiographs are normal. The diagnosis of sesamoid chondromalacia can in practice be readily established on the clinical evidence.
Treatment
The treatment of sesamoid chondromalacia is straightforward. If protective padding fails to provide relief the medial sesamoid should be excised. The results of operation are excellent.
Lesions of other sesamoids including the lateral hallux sesamoid and the fabella were also discussed briefly.
The following papers and demonstrations were also given: The treatment by internal fixation, combined with radiotherapy, of pathological fractures of long bones due to metastatic carcinoma is a wellaccepted procedure. In a small proportion of these cases, however, the osteolytic lesion is too large or is not ideally situated for secure internal fixation by routine methods. During the past four years 5 such cases have been managed by internal fixation supplemented by plastic cement.
The plastic cement (Simplex P) consists of a polymeric powder which is mixed with a monomeric solvent to form a pliable paste that hardens to any desired shape and binds itself to the internal splint.
Technique
The fracture site is exposed, the tumour excised and the bone cavity curetted and dried. An appropriate intramedullary nail is passed through the "Present address: St. Charles's Hospital, London Papers and Demonstrations proximal fragment until the end just shows at the fracture site. The components of the cement are mixed together and, in a few minutes when its consistency is like soft putty, it is packed into the cavity and adjoining intramedullary space. While the cement is still in this pliable state the intramedullary nail is driven through it into the distal fragment. Any redundant bulk is trimmed before the cement hardens, which usually takes a further two to three minutes. The wound is closed without a drainage tube.
Clinical Material
(1) Bilateral pathological fractures of necks of femora due to an obscure malignant condition, possibly myelomatosis, treated by anchoring femoral head prostheses into the shafts by means of plastic cement.
(2) Pathological fracture of the upper third of the shaft of the femur, due to a secondary from carcinoma of breast.
(3) Paget's disease of the femur with sarcomatous destruction of its mid-shaft.
(4) Pathological fracture of the upper third of the shaft of the humerus due to metastatic breast cancer.
(5) Pathological fracture of tibia due to secondary adenocarcinoma from an obscure primary.
